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nnsbruck is the capital of Tirol and lies in the wide valley of the Inn river (Innsbruck literally
means "bridge of the Inn") From almost ever}' part of the city one views the ring of Alpine
mountains that rises above the terrace plains on which Innsbruck was built Innsbruck has a
well preserved medieval core of Renaissance, Baroque, and Rococo buildings in a semi-
circular area of the city known as old town. The city is literally filled with cathedrals, palaces.
-eastles. "museums. and 1 7th & 1 8th century mansions Tirolean folk art and culture arc found
in abundance in Innsbruck Even though Innsbruck is a place to see and to do, it is also a place
to dine. The cuisine is varied, rich, and Oh, So heavenly! Just as one would not confuse
Austrian cuisine with German cuisine, one must not confuse Tirolean cuisine with Austrian
cuisine Tirol is one of the nine federal provinces of Austria (roughly equivalent to our states)
•Wf une and July are the w armesl months of the year in Innsbruck but they arc also the months
^ I of the greatest precipitation. For visiting higher altitudes in the mountains, a warm
-^ sw eater or jacket would be wise. Because of the mountains and the skiing. Innsbruck has
often been thought of by tourists as a winter resort. Nothing could be farther from the truth! !
You will find the summer months in Tirol astoundingly beautiful! The trees, the fields, the viv-
idly colored blossoms, and the equally vivid summer outfits of the friendly Tirolcans make you
wonder what this hoopla over winter sports is all about. The international meeting planned by
your CAMA staff will be coordinated directly from Innsbruck by our long time member of the
CAMA board. Dr Hem/. Wykypiel Dr Wykypiel, along with his wife and daughter, will be
handling the social arrangements and activities The family resides in Innsbruck so rumor has
it that we arc in for the "grand tour "
doesn't have an international meeting every year so you don't want to miss this one
At the price of this meeting to be able to obtain 1 7 CME credits and couple this with a
dream visit to one of Europe's most picturesque cities is frankly, unheard of Please join
us as the CAMA international family of friends and colleagues meet in Innsbruck (see related
note on scientific session, page 1 1 ) SV.
MAIL
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The officers and board members of
CAMA met on the weekend of November
14th in Arlington, Texas. I think all that
attended were heartened by the progress
we made.
By now most of you have sensed the
winds of change. The first issue of our re-
vised publication, FlightPhysician, has
already appeared. Your editor has
worked hard to make CAMA's regular
publication lively, interesting and educa-
tional. His dedicated efforts deserve our
gratitude. FlightPhysician will be
CAMA's showpiece. CAMA's applica-
tion brochure has also been revised, in-
troducing new text and color.
Plans are proceeding for our interna-
tional meeting in Innsbruck, Austria in
June 1998. We will have good accommo-
dations at reasonable rates and Jim Har-
ris is working on airfares. Per-Johan
Cappelen traveled from Norway to at-
tend our meeting, providing valuable
input. Prospects of greater CAMA inter-
national involvement are bright.
Work is progressing on an Internet site
that is more easily accessed by our mem-
bers and others interested in CAMA.
Our ability to communicate with interna-
tional colleagues easily and inexpen-
sively will be greatly enhanced. Increas-
ing numbers of CAMA members
participate in E-mail speeding commu-
nication between us.
CAMA has revised its committee struc-
ture. We now have three Vice-
Presidents: Management and Planning,
Education, and Communications and
Representation. An arrangements com-
mittee for meetings has been created.
Membership committees have been con-
solidated. The new structure will better
delineate key CAMA functions, ease
communications, and simplify the path-
ways for action.
The membership committee is working
hard. Ideas include holding a CAMA
hospitality function at the now large
FAA Aviation Medical Seminars, letters
of invitation to join CAMA at basic and
recurrent seminars, free membership of-
fers for new AME's for the calendar year
and follow up letters to AME's attending
any of those functions.
All AME's are aware of difficulties that
overburden the Aeromedical Certifica-
tion Branch in Oklahoma City. Approxi-
mately 2000 flight physical forms arrive
daily. Of these 50-55% fail to pass the
first review process due to error. This
causes a 2-3 month file maintenance
delay in (general) Medical Review and
an 8-10 week delay in Special Issuance.
Clearly the AME plays a pivotal role in
the certification process. Recognizing
limited FAA funding, the AME poten-
tially can have the greatest impact in eas-
ing the certification burden. Through
education, consultations, and guidance
from experienced AME's, CAMA can be
a valuable resource for its members and
assist the FAA certification process as
well. CAMA needs youth, ideas, enthu-
siasm, wisdom, and the perseverance of
its members. Let us hear from you. I in-
vite each of you to participate in CAMA's
future as the voice of civil aviation medi-
cine. J.H.
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Certification delays The FAA andus(SHHHHHHH!!!)
I hear the horror stories of certification delays, usually from pilots
individually and often from pilot advocate groups like AOPA and
EAA. Most of these instances begin the same: "My friend had a
bypass and was as healthy as you or I but it took him over a year
to get his ticket back" or "I had a prostate operation and was ab-
solutely fine but the FAA held him up for six months with unnec-
essary paperwork". There is no doubt that the Civil Aeromedical
Institute (CAMI) in Oklahoma City is a busy place. The Medical
Certification Branch of CAMI receives about 2000 applications a
day for airman medical certification. Only about 30% of these ap-
plications are submitted to CAMI by the AMCS (Aeromedical
Certification Subsystem). This, as I am sure everyone is aware by
now, is the computer based modem transmitting system for sub-
mitting FAA flight physical data. The other 70% of the physicals
are mailed via hard copy and must be processed by hand. The
process begins by the manual coding of all information contained
on-tke.8500-8 form. This form consists of 64 fields totaling sev-
eral hundred bits~of information."After coding, the data must be
manually entered in the FAA computer system. During this proc-
ess three things can happen: the certification can be approved, the
certification can be denied, or CAMI can request more informa-
tion. Each of these three pathways may either substantiate or
overturn the AME's original determination. When you consider
that every stop along these winding pathways involves a potential
backlog, then it's easy to see that an 8 to 10 week delay is not un-
reasonable. But to the airman any delay is unreasonable. This dis-
satisfied airman is most likely going to give his AME a couple of
calls a week (or, in some cases, a day!). When we do get these
phone calls I am sure, in an effort to sympathize with the plight of
our hapless airman, we invoke our own incantations, curses, and
mutterings about the faceless, heartless bureaucrats in Oklahoma
City. "Well, you know the government!" "Call me back in a cou-
ple of weeks if you haven't heard anything."
Oddly enough, I have never heard anyone, AME or pilot, await-
ing certification mention any of the following facts: Over one-
half of all applicants are rejected due to gross errors or omission
of information.. 20% of these rejections could have been avoided
by simple error correction. Half of these rejections could have
been avoided by good documentation. 5% are unnecessary defer-
rals to the FAA by an AME who had the authority to issue the
certificate. Over 10% of these certificates issued by the AME (250
out of 2000 per day) undergo administrative rejection.
A valid question would be: How do all of these nit-picking errors
that we make as AME's explain the plight of the post CABG Pilot
and the prostatectomy pilot as they wait for 6 to 8 weeks for a cer-
tification decision? A simplified answer would be the folks at
CAMI are too busy trying to rectify the 50% error rate that we
have on the 70% of the applications that we choose to submit by
mail. Regrettably, there is more truth to this simplified explana-
tion than any of us care to admit (including me!) The head of the
Special Issuance Branch, Dr. Steve Carpenter, reports that often-
times documentation is incomplete, in spite of the fact that CAMI
sent detailed guidelines as to what was needed to make a decision.
"We don't ask for what we don't need". "If the information is in-
complete but despite this we can still make a decision then, by all
means, we will. But in a lot of cases, in spite of the letter we send
outlining what we need, we simply don't get enough informa-
tion".
Over recent years CAMI has been forced to do more with less.
Economic restraints by the government coupled with a less re-
strictive certification policy has led to time consuming reviews of
problem certification cases that heretofore would have been de-
nied with one stroke of the pen. Its fairly simple: the review of an
insulin dependent diabetic's application takes a lot more time than
an automatic denial. CAMI doesn't deny certification lightly; if
the information is incomplete the airman is notified and given a
chance to submit the needed documentation. This extra cycle of
correspondence could often be avoided if we, as AMF's, had a
better handle on what should be submitted. How much of that
"unbelievable delay" by those government bureaucrats in OK City
is really US? How many times do we let supporting documenta-
tion from a deferred airman occupy space on our desk for far too
long and send it in to CAMI only when reminded by a phone call
from the airman inquiring as to why it's taking so long? Am I im-
plying that the AME is the only problem in the certification
chain? Most certainly not! CAMI is well aware of its problems. In
some areas there are growing pains, in other areas there is a need
to grow. But CAMI is working hard and fast to meet these new
challenges. We, as the only professional organization for AME's,
have the duty and responsibility to work on the problems from
this end of the pipeline. A redoubling of our efforts toward civil
aviation medical education for us all is at hand. Participation is
key. S.V.
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Down To Minimum* is a new department designed to provide nuggets of useful information. We hope the contents will be of interest to all
AME's... perhaps a good review for the seasoned examiner as well as vital information for the newly appointed and less experienced
AME. SV
O If more data is required to de-
• termine an applicant's eligibility
for medical certification and this
causes a delay in certification, is the
date on the application still the valid
issuing date or is it the date the air-
man is finally issued a certificate?
The clock starts ticking on the date of the
application.
f% I thought the FAA required elec-
• trocardiograms only for airline
transport pilots. A retired airline
pilot received a letter from the FAA
requesting an EKG in support of his
first class medical certificate. Please
explain.
The routine EKG requirement has nothing
to do with ratings, job duties or rank. It is
contingent on age and class of medical cer-
tificate. Only first class applicants are re-
quired to have routine EKG's. The initial
EKG is required at the time of his initial
first class flight physical after his 35th
birthday. Be careful! This doesn 't mean at
age 35. It could mean, say, age 39 if the ap-
plicant had attained that age when apply-
ing for a first class medical. After his 40th
birthday the first class applicant must have
an annual EKG that is submitted for review
to OK City. Another caveat: Many pilots
coming out of the service will tell you that
they had an EKG at age 35 at their annual
flight physical. The problem is that the
armed forces do not issue first class medi-
cal certificates. They perform the EKG for
their own review and therefore it is not sub-
mitted to the FAA. So, take a careful look at
pilots coming out of the various service
branches who are applying for a first class
medical certificate and are between the
ages of 35 and 40. What if you miss getting
an EKG on a pilot when it is due? The FAA
will notify you and the pilot that he should
submit an EKG in support of his first class
medical within the next 30 days.
fp Our office is equipped to do
• audiograms. Could we use this
method to check hearing for an ap-
plicant's medical certification
rather than doing the 6 foot voice
test?
Yes, but if an applicant fails the audiogram
then you must give him a chance at the 6
foot conversational voice test. The regula-
tions say if he passes any of the accepted
hearing tests he meets the standard.
o Recently, I submitted an incom-
• plete Medical examination form
(8500-8) on an applicant whom I
thought was not intelligent enough
to become a pilot. OK City returned
it to me with instructions to evaluate
the applicant on the basis of medical
fitness. Please explain.
There are no standards in the FAR, Part
67(Medical standards & certification)
concerning intelligence perse. Lack of in-
telligence to learn to fly will be seen by the
applicant's instructor or flight examiner.
O An airman wants to renew the
• medical/student pilot certificate.
He has not yet taken a private pilot
check ride and now wishes to have
his certificate extended. Should I
issue a student pilot certificate with
the third class medical, or a medical
certificate only?
Assuming he meets the standards you can
issue the third class medical and student
pilot certificate adinfinitum.
rp I have just become a senior
• medical examiner and would
like to know if it is acceptable for
me to do my own exam since my cer-
tificate expires at the end of this
month.
Short answer: NO! Next question?
(} I have an applicant for an FAA
• medical exam who is taking de-
sensitization "allergy shots". It this
considered disqualifying for medical
certification?
No, as Long as the shots don 't cause any
long lasting side effects. As an extra pre-
cautionary measure I tell my pilots not to
fly for a few hours after the injection.
(^ Is it OK for an AME to issue a
• medical certificate to an appli-
cant who fails the color vision test?
Yes! The limitation to be typed on the cer-
tificate (any class) reads: Not valid for
night flight or by color signal control.
O If an airman presents for an
• exam and indicates that his pri-
vate pilot certificate has expired,
may I issue a combination
medical/student pilot certificate
(which would mean giving him an-
other number) or should I issue only
a medical certificate?
Private pilot certificates do not expire!
Your applicant will need a biennial flight
review if he is not current but this is vali-
dated in his logbook, so he does not need a
Student Pilot Certificate for this.
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COMMUTING AIRLINE PILOT
?? DEPRESSION...FATIGUE...BURNOUT ??
FRANK H. AUSTIN, JR., M.D
The call came directly to me at my AME
Appointment Line: "Hi, Doc, this is Cap-
tain Ace Crosswind. You have done my last
three physicals, and I am not due until next
month, but I have a problem. I have no
regular doctor, so I went to see a new family
practice physician. I reported that I was
having frequent feelings of anger - at home
and on some occasions at work -1 was par-
ticularly upset at the way I had responded to
a delay in being released by Schedules in
California, which greatly extended my
commute to Dulles and home; I blew up at
the dispatcher...badly. The doctor diag-
nosed me as being "depressed" and pre-
scrfbedProzac!! Can I fly and, if not, what
must I do? I'm onTeave from the airline." I
asked him about the extent of his examina-
tion and he reported that the encounter was
very brief, with a minimal physical exami-
nation, no laboratory studies, and no refer-
ral for counseling, psychiatric, or psycho-
logical evaluation. He had no report from
the doctor, except a billing page, showing
the diagnosis of depression. He reported
later that when he told the doctor he didn't
start the medication and had agreed to see a
psychiatrist at his AME's suggestion, the
doctor was "very upset." I chose not to dis-
cuss it with the doctor.
I responded to Ace essentially as follows: I
am unable and unwilling to second-guess
your doctor's diagnosis or the medication
he has selected for your treatment. How-
ever, I can assure you that if you take Pro-
zac, you are certain to be grounded by the
FAA for the duration of the therapy, and
likely for a month or more after going off
medication. You will also be required to
provide an extensive record of psychiatric
evaluation and diagnosis, with follow-up
during therapy and afterward, and with a
period of satisfactory evaluations thereaf-
ter. Just having the diagnosis of depression
made by the doctor will be an issue that
must be resolved to the FAA's satisfaction.
If a psychiatrist agrees with the diagnosis
and need for medication, we'll work from
there; but I strongly recommend that you
see one. Ace readily agreed, remained off
duty, did not take any medication, and ac-
cepted my suggested referral to see one of
the several psychiatrists in the area who are
familiar with FAA requirements and have
had experience evaluating pilots.
~r\uring the next six weeks Ace saw the
"^psychiatrist on four occasions - for ini-
tial psychiatric evaluation, and thereafter
for individual sessions. He had some mari-
tal discord that he revealed to the doctor
and to me, but said his wife had declined to
seek counseling. He also reported other
personal issues, some of which he later
shared with me during an extended session
in conjunction with his Class I flight physi-
cal. I recommended to CAMI that he be
certified, with whatever appropriate fol-
low-up they proposed. He was!!
Ace is a 57 year old Captain of a major air
carrier, flying for the last 10 years on ex-
tended Trans-Pacific and beyond, He lives
on the East Coast and commutes to the
West Coast for his flights. Additionally, he
has purchased a farm in the northeast to
which he travels and works on improve-
ments and upkeep during off-duty time. His
family situation is not fully gratifying to
him, as noted above, and other interper-
sonal relationships not detailed here may
be a factor in his discontent. He says he is a
moderate but regular drinker of alcohol,
but denies it is a factor. It could be contribu-
tory.
In my discussions with Ace, he expressed
ambivalence about continuing to fly until
the required retirement date, implying that
his financial situation might allow an early
retirement that would not be a strain on his
resources. Ironically, however, when he
spoke of the possibility of switching to a
Trans-Atlantic to Europe schedule, he
noted that the "pay rate would be reduced."
He was of the opinion that accumulated fa-
tigue was the main cause that precipitated
his symptoms, feelings, and actions that
caused him to seek medical help. He appre-
ciated the intervention and referral to the
psychiatrist. Who, by the way, was of the
opinion that Ace did not suffer from clini-
cal depression and will not be a flight safety
risk. The FAA agreed and confirmed his
qualification for a Class 1 ticket.
ipatigue, primarily due to the "com-
muting" and the extended flights, com-
plicated by some personal issues, certainly
are the major factors in this case. A bit of
."burn-out", perhaps? Symptoms of
."depression?" Probably some - but little or
no justification for Prozac or any other psy-
chotropic medication, especially for a pilot
or, for that matter, many other workers —
particularly as a primary intervention. Ace
did the right thing. He called his AME!!!
Commuting to work is a way of life in our so-
ciety; be it by auto, metro, or aircraft. It is a
common practice for those in commercial
aviation, facilitated by the low or absent cost
of the flights, and often a necessity for ad-
vancement. Thankfully, it remains essen-
tially personally accommodated, without
being a frequent problem, for management,
crews, operations, or a safety of flight issue
Hopefully, it can remain unregulated.
.continued next page
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...continuedfrom previous page
There is a large body of literature on
"fatigue in the aviation environment." A
recent issue of Aviation, Space and Envi-
ronmental Medicine, Vol. 68, No. 10, Oto-
ber 1997, by J.A. Caldwell, USAARL has
an outstanding review article with exten-
sive references.
Dr. Austin's case report points out
something we are seeing more and
more often: a disqualifying medication
given to an oftentimes unsuspecting
pilot. This is partly due to the improved
side-effect profile of the newer drugs.
Our demand as patients that every com-
plaint, however trivial, be addressed
with a medication, undoubtedly plays a
role and hence the doctor's willingness
to use them.
Mild depression treated with antide-
pressants and Adult Attention Deficit
Disorder treated with methylphenidate
(RITALIN©) are both very trendy these
days and are being prescribed more
with less stringent criteria. Presently
both of these classes of drugs are dis-
qualifying. SV
JL Check out the new CAMA
Brochure, it Is more attractive,
more Informative and more effectively
te\\5 what this organization \s about
to prospective members. Jack Hast-
ings, current CAMA president and
associate editor, worked long and
hard on this project. Job well done!
1 Delta Airlines \s the first
U.S. carrier to announce plans
to outfit its entire fleet of 555 air-
craft with automatic external defi-
brillators and expanded emergency
medical kits. The target date to
begin is July. Last year American
Airlines took the first step in the in-
dustry when they installed defibrilla-
tors on intercontinental flights. Look
for The Def ibrillator Revolution
in the next issue.
1 CAMA's editor, Stacy
Vereen, has just become board
certified in Aerospace Medicine by
the American College of Preventive
Medicine, a formidable accomplish-
ment that took much hard work.
Recognizing our editor's reluctance
I want a waiver for it, Doc. It's a combination Pacemaker-SPS!
to toot his own horn, this Sound
Byte is being published by presiden-
tial decree, exercising emergency
powers. Congratulations, Stacy from
all of us at CAMA!
1 A Northwest Airlines
flight attendant filed a
class-action lawsuit against the air-
line that seeks an injunction against
smoking on all flights...and more to
the point of the suit...establishment
of an employee medical fund.
The FAA has lowered the test-
ing rate of random alcohol tests
from 25% to 10%. The low number of
positive results was cited as the rea-
son for the move. Random drug test-
ing, however, will remain at 25%. All
rates are based on the number of
tests performed annually by a com-
pany as a percentage of the number
of employees subject to testing.
>L The EAA Legal Advisory
Council has requested that
CAMA help apprise AME's of a con-
cern brought to their attention by pi-
lots in forum discussions. There have
been reports of instance in which the
office staff has removed the instruc-
tion sheet for pilots on the front of
the &500-& form before the pilot
has had a chance to go through the
instructions. A number of pilots
state they might have avoided errors
had the sheet been left attached to
the form. The sheet may not be
needed by all, but is important to
some. Please make your office staff
aware of this concern.
Excellent point... reading, understanding
and filling out the 8500-8form accordingly
will go a long way toward avoiding errors!
Thanks to EAA Legal Advisory Council for
identifying this problem. SV
CIVIL AVIATION MEDICAL ASSOCIATION
INTERNATIONAL SCIENTIFIC MEETING
INNSBRUCK, AUSTRIA
JUNE 24-27, 1998
The Civil Aviation Medical Association (CAMA) is pleased to invite you to our International
Aviation Medicine Scientific Meeting which will be held at the Holiday Inn Innsbruck in Innsbruck,
Austria. The meeting will be of interest to any physician concerned with Aviation Medicine
Worldwide.
The registration fee of $395.00 (U.S. dollars)
will include the following:
• Medical Education Program
• Innsbruck Card
• Refreshment Breaks
• 4 Luncheons
• 2 Dinners
• Tours and other activities
These planned activities are all included
in the registration fee:
Wednesday, June 24,
• history of Innsbruck
• afternoon tour of the city
• evening tour at Main Castle of
Innsbruck
Thursday, June 25 (weather permitting)
• old railway tour (cableway
south) to the Patscherkofel
(beautiful view of entire area)
• or (if bad weather) tour of the
airport and Tyrolean Air
Ambulance Base
• evening Dinner & Casino party
Friday, June 26,
• cableway tour to Seegrube-
Nordkette with a gourmet dinner
at the mountaintop restaurant
"Seegrube"
The Innsbruck Card allows:
• public transportation in Innsbruck
• ascent to the Nordkette (North mountain
chain)
• Cable car transportation to the scenic
Patscherkofel & Hungerburg Alps.
Admission to:
• the Museum of Tyrolean Folk Art
• the Imperial Palace
• the Court Church
• Tyrolean Provincial Museum
Ferdinandeum
• the Armory Museum
• the Maximilianeum
• Ambras Castle;
• the City Tower
• The Giant Panoramic Painting
• the Alpine Zoo
• Innsbruck City Archives
• Bergisel-Kaiserjager Museum
• the Imperial Militia Museum
• the Alpine Club Museum
• the Bell Museum
• the Railway Museum
• the Swarovski Crystal World
The spouse registration fee of $245.00 (U.S.
Dollars) will include the following:
*Four Luncheons
*Two Dinners
The tours listed above
*Special tours Thursday & Friday Morning
*The Innsbruck Card
CIVIL AVIATION MEDICAL ASSOCIATION
INTERNATIONAL SCIENTIFIC MEETING
INNSBRUCK, AUSTRIA
JUNE 24-27, 1998
REGISTRATION FORM
If the registration fee is received at CAMA Headquarters by
May 22, 1998
You may deduct $25.00 (U.S. Dollars) from the registration fee.
This does not apply to the spouse registration
A block of rooms have been reserved at the Holiday Inn Innsbruck at the special
rate of 1,100 Austrian Schillings, single or double (including tax and breakfast),
based on rate of exchange at this time it equates to $91.00 (U.S. Dollars). For
double occupancy the extra breakfast is approximately $20.00 (U.S. Dollars).
RESERVATIONS MUST BE MADE USING THIS FORM.
EVEN IF YOU WILL BE PAYING AT THE MEETING, IT WOULD BE HELPFUL
TO OUR PLANNING EFFORTS IF YOU WOULD PLEASE COMPLETE AND
MAIL BACK THIS FORM TO CAMA HEADQUARTERS,
*********************************************************************
Name
Spouse Name'. If attending
Address
City State Zip
Country Phone
Member of: AMA AOA AAFP ALPE-ADRIA
Austrian Aviation Academy
AMEiYesD No D Pilot: Yes D No Specialty
Registration Fee: ATTENDEE $395 / COMPANION $245
ALL PAYMENTS FORMS IN U.S.DOLLARS
nCheck; n Mastercard n Visa
Card number exp. date
Please reserve a room: Single D Double D
Planned Arrival Date Time
TO GUARANTEE HOTEL FOR LATE ARRIVAL: n VISA D MASTERCARD
CARD #: Expires:
PLEASE RETURN THIS FORM TO: Civil Aviation Medical Association
phone: (405) 840-0199 post office box 23864
fax: (405) 848-1053 Oklahoma City, OK 73123-2864 USA
NEW MEMBERS
CAM A would like to welcome these new members
to our growing family of Aeromedical colleagues
Melchor J. Antiuno, M.D.
3309 Crosstimber Drive
Edmond, OK 73034 USA
405 954-6206 FAX 405 954-8016
Aviation Medicine P AME
John R. Capos , D . 0.
25422 Trabuco Road, #105-187
Lake Forest, CA 92630 USA
714-726-2718 FAX:714-726-4847
AME
David B. Gillis, M.D
10139SlntonDriv.
Pensacola, FL 32507 USA
350-492-7321
FAME
John C. Howard. M.D.
2209 N. Padre Island Drive #M
Corpus Christi, TX 78408-2261 USA
512-289-5811FAX512-289-1207
AME
Jeffrey L Arnold, M.D.
405 Londonderry Drive # 103
Waco, TX 76712-7920 USA
254 751-4007 FAX:254-751-4005
AME
Joseph Baumstarek, Jr., M.D.
931 Lane 10 1/2
Lovell.HY 82431 USA
307-548-6870 FAX: 307-548-6910
FAME
Philip Blair, M.D.
1011 Fir Street
Longview, WA 98632 USA
360-414-2332 FAX: 360-414-2330
AME
Hubert Francis Bonfil, M.D.
422 River Bend Drive
Winston-Salem, NC 27006 USA
910-741-3024 FAX: 910-741-6383
AME
Robert Bruce Borucki, M.D.
181 Aspin Trail
Columbia, SC 29206-4978 USA
803-360-1111FAX: 803-787-5044
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Insert this sheet in your CAM A Membership Directory.
This will keep your directory updated between editions.
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CIVIL AVIATION MEDICAL ASSOCIATION
Corporate and Sustaining Members
The financial resources of individual members alone canffljot sustain the Association's pursuit of its broad goals and objectives. Its forty--
five year history is documented by innumberable contributions towjsrd aviation ^ealth and safety that have become a daily expectation by
airline passengers worldwide. Support from private and ctamimerciafsourcesls^ssential for CAMA to provide one of its most important
functions: that of education. The following support CAMA through Corporate and Sustaining Memberships:
SUSTAINING MEMBERS
James R. Almand, Jr., M.D.
Frank H. Austin, Jr, M.D.
R. L. Bendixen, M.D.
Forrest M. Bird, M.D.
Stephen VA. Blizzard,M.D.
John. H. Boyd, D.O.
Per-Johan Cappelen, M.D.
A. Duane Catterson, M.D.
Robert. I. Curry, M.D.
Richard A. DiAsio, M.D.
Jabez Gait, M.D.
John Paul Hall, M.D.
John D. Hastings, M.D.
A.T. Navaratnam, M.D.
Robert S. Poole, M.D.
Robert W. Rigg, M.D.
Gordon L. Ritter, M.D.
John H. Rummel, M.D.
W. David Rummel, M.D.
James L. Tucker, Jr., M.D.
Albert van der Waag, Jr., M.D.
Dennis H. Wessels, M.D.
.Rodney E.L. Williams, M.D.
Floyd F. McSpadden, M.D. M. Young Stokes, III, M.D.
Continental Airlines
999 Richmond Avenue
Houston, TX.
Grayson Flying Services, Inc.
Don Booth, President
Denison, TX
CORPORATE MEMBERS
Percussion Aire Corporation
Forrest M. Bird, President
Sandpoint, ID
Rummel Eye Care, P.C.
1022 Willow Creek Road
Prescott, AZ
Stereo Optical Company, Inc.
Jospeh F. Anders, President
Chicago, IL
Titmus Optical
Mr. Bill Broach
Petersburg, VA
^ Over 50 special issuances have been
granted to general aviation pilots with
IDDM. There are many more in the pipe-
line under consideration. All of these cases
will be very carefully followed. There is al-
ready some talk that if all goes well with
this program, it will be considered for first
and second class certification, as well.
^ The ATA (Airline Transport Associa-
tion) and the CDC in Atlanta met to dis-
cuss the issue of airline passengers with
contagious illnesses. A particular area of
discussion was the reporting procedures.
At a previous meeting it was suggested
that the airlines would be responsible for
tracking passengers with contagious dis-
eases and for reporting of same. However
this is far beyond the capabilities of the air-
lines and at this most recent meeting there
was general agreement that this should be
done by the public health authority. There
will be more discussion on this issue in the
coming months both at these meetings and
at the next ATA medical subcommittee
meeting.
^ The Aerospace Medical Association
convened an Aircraft Accident Investiga-
tion Task Force in August '97, the objec-
tive of which was to prepare an Aircraft
Accident Investigation Primer for the
medical investigator. Furthermore, the
Primer is to be written in general terms
making it useful to any investigator
whether civil or military. Writing assign-
ments have been given with a deadline of
January 1, 1998. The AsMA Home Office
will edit the submissions and integrate
them. The document will then be critiqued
by members of the Task Force before final
publication. A decision has not yet been
made on the distribution of thi s document
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BEYOND THE FAA FLIGHT PHYSICAL
PART II
William L. Hildebrand, M.D.
We continue with Dr. Hildebrand's dis-
cussion of some of the more important
screening procedures recommended by
current preventive medicine thought.
Screening for Cervical Cancer
In the U.S. there are
16,000 new cases of
cervical cancer and
4,800 deaths from this
disease annually. Five-
year survival rates for
Stage 1 cancer (non-
invasive) is 90% and for invasive cancer
14%. The incidence of cervical cancer
death has decreased in the past 40 years due
to the early detection programs.
This disease is a risk for all sexually active
women who have a cervix, but the disease is
more common among women of low socio-
economic status, those with a history of
multiple sexual partners, those who have
an early onset of sexual activity, and also
among women who smoke. There is also
increased risk among women with HIV or
human papilloma virus (HP V).
Current recommendations:
Regular pap smears for all sexually active
females who have a cervix.
Adolescents whose sexual history shows
them to be sexually active at age 16.
There is little evidence supporting pap ex-
aminations more frequently than every 3
years.
There is little evidence for or against dis-
continuation of pap smears at advanced
age.
There is insufficient evidence to recom-
mend for or against coloposcopy or cervi-
cography in asymptomatic women.
Screening for Prostatic Cancer
There are 244,000 new cases of prostatic
cancer per year with 40,000 deaths. Risk
increases with age, beginning at age fifty.
Risk is higher among African American
males. The principal screening tests are the
digital rectal examination (DRE), serum
markers (i.e., prostate specific antigen
[PSA]), and transrectal ultrasound
(TRUS). There is currently no evidence
that screening for prostate cancer results in
reduced morbidity or mortality. This is due
to a lack of prospective studies. However,
studies are now underway. But this is ex-
pected to take up to
Early discovery of prostate
cancer does not seem to
alter 5 year survival
ten years. Early
discovery does not
seem to alter five-
vear survival.
The American
Cancer Society
recommends an annual DRE beginning at
age 40 years. A PSA should be done annu-
ally after age 50 (age 40 for African Ameri-
can men). This would be at a cost of $12-28
billion.
Screening for Lung Cancer
There are 17,000 new cases each year with
15,400 deaths. Lung cancer has one of the
poorest prognoses of all of the cancers with
a survival rate of less than 13%. The risk
factors are smoking tobacco and certain
other environmental risks. Tobacco is asso-
ciated with 87% of all of cancer of the lung,
trachea and bronchus.
Lung cancer is as-
ymptomatic until it
has reached an ad-
vanced stage. Chest x-
ray or sputum exami-
nations for cytology
are the usual methods
of detection. Although screening may in-
crease early detection there are no studies
that show cancer screening reduces mortal-
ity from the disease. The only recommen-
dation is the cessation of smoking.
Screening for Skin Cancer
There are 800,000 new cases of skin cancer
each year. 95% of these are basal cell
(BCC) and squamous cell (SCC) carcino-
mas. These are also named non-melano-
matous skin cancers (NMSC). These are
highly treatable and rarely metastasize.
Tobacco is associated with
87% of all cancer of the
lung, trachea and
bronchus
They account for 2,100 deaths per year and
much tissue disfigurement if not diagnosed
early. Risk is increased by older age, light
eye color, light skin pigmentation, or light
hair color; poor ability to tan; and substan-
tial cumulative lifetime sun exposure also
contribute.
Malignant Melanoma (MN) is less com-
mon but more deadly than NMSC. There
are 34,100 new cases with 7,200 deaths.
NM is most common in the white race.
There is insufficient evidence to recom-
mend for or against routine screening for
skin cancer by primary providers by the use
of full body examinations. There should be
education and one should be alert for le-
sions with malignant features (i.e., asym-
metry, border and color irregularities, di-
ameter >6mm, or a rapidly changing
lesion). Counseling to avoid skin exposure
to the sun is beneficial. It is not proven that
sunscreens prevent cancer.
Screening for Testicular Cancer
There is insufficient evidence to recom-
mend for or against screening of asympto-
matic men for testicular cancer. Patients
with and increased risk, (i.e., those with a
history of cryptorchidism or atrophic testis)
should be counseled
and instructed on self-
examination and pro-
vided examinations
when practical. Young
men should be coun-
seled to seek medical
attention if they find a
scrotal abnormality.
Screening for Ovarian Cancer
There are 26,000 new cases and 14,500
deaths from ovarian cancer annually. Most
are diagnosed with distant metastases.
There are no recommendations for any
tests at this time.
Screening for Pancreatic Cancer
As yet, no good screening test.
Screening for Oral Cancer
No good screening yet. Maintain good
dental care and do not smoke.
•
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Screening for Bladder Cancer
There are no recommendations except to
cease smoking.
Screening for Thyroid Cancer
There are no recommendations.
Screening for Diabetes Mellitus
There are 14,000,000 persons in the U.S.
who have diabetes mellitus. 90-95% of
these cases are non-insulin dependent dia-
betes mellitus (NIDDM) or Type II Diabe-
tes Mellitus. The rest are Type I or IDDM.
It is estimated that half of diabetics are un-
aware of their diagnosis. Diabetes can
cause serious or life-threatening complica-
tions. Diabetes is the seventh leading cause
of death accounting for 160,000 deaths
each year in the U.S. It is also a risk factor
for other leading causes of death such as
CAD and CVD. It is the most common
cause of poly-neuropathy with 50% having
this complication after 25 years. It is re-
sponsible for over half of the 120,000 non-
traumatic amputations annually. Diabetic
nephropathy is now the leading cause of
end-stage renal disease. It is the leading
cause of blindness, and causes a host of
other problems. Diabetics have a higher
hospitalization rate,
longer hospital
stays, and an in-
creased number of
ambulatory care
visits. It has an esti-
mated annual fi-
nancial burden of
$100 billion.
90-95% of all diabetics have
NIDDM. It is estimated that
half of them are unaware of
their diagnosis
oral hypoglycemic agents (HUA) or insulin
has any effect upon reduction of complica-
tions. Comparing patients treated with oral
hypoglycemic agents to patients treated by
diet alone seems to indicate more hypogly-
cemic episodes and more weight gam in the
oral HGA treated group.
The rate of increase in coronary heart dis-
ease over time is the same in NIDDM and
normal patients. The same is true for CVD
and PVD. Hyperinsulinemia and insulin
resistance may be of greater risk to the de-
velopment of macrovascular complica-
tions.
There is insufficient evidence to recom-
mend for or against screening for NIDDM
in nonpregnant adults. No benefit has been
shown for early detection by either blood
sugar determination or immune markers in
asymptomatic nonpregnant adults.
Screening for Thyroid Disease
Routine screening for thyroid disease in
asymptomatic patients is not recom-
mended. In people with symptoms of easy
fatigability, weight gain or loss, dry skin
or hair, cold intolerance, difficulty con-
centrating, depres-
sion, nervousness,
and palpitations a
TSH would be a good
starting point.
The onset of NIDDM is usually after the
age of 30 and increases with advancing
age. 20% of the population between 64-74
years of age has diabetes. The prevalence of
NIDDM is higher in native Americans,
Blacks, and Hispanics. Other risk factors
are a positive family history, obesity, glu-
cose intolerance, and in females, a previous
history of gestational diabetes.
The diagnosis is based on finding elevated
fasting blood glucose levels greater than
140mg/dl or elevated hemoglobin Ale. In
IDDM there are studies that show signifi-
cant differences between those who are on
intensive insulin therapy and those who are
treated conventionally. The intensively
treated patients show less retinopathy, neu-
ropathy, and nephropathy. It is not clear as
yet, if the treatment of NIDDM with either
Screening for Obe-
sity
It is estimated that
one third of Americans are overweight.
This is based on charts that show obesity
as one standard deviation above the
mean. Increase in mortality has been
clearly shown in morbidly obese, (i.e.
those who are two times the weight for
their weight), but less so for those who
are only moderately overweight. Mortal-
ity is actually highest for excessively thin
individuals.
Overweight persons are more likely to
have NIDDM, HTN, and an increased risk
for cancer of the colon, rectum, prostate,
gallbladder, biliary tract, breast, cervix, en-
dometrium, and ovary. They have a higher
incidence of cholelithiasis, sleep apnea, ve-
nous thromboembolism, and osteoarthritis.
Obesity also effects the quality of life limit-
ing mobility and physical endurance. The
obese person is also more likely to suffer so-
cial, academic, and job discrimination.
Ihere are numerous weight-reducing pro-
grams available. Most show only short-
term success. Less than 5% of dieters do not
weigh more in five years than they did at
the beginning of the weight-loss program
regardless of the program. It is much easier
to cure alcoholics or heroin addiction.
Treatment with pharmocologic agents or
surgery has shown no better results and is
more risky.
Screening for Hepatitis B
This is recommended for pregnant
women, people with multiple sex part-
ners, male homosexuals, intravenous drug
users, and health care providers who may
be exposed to blood and blood products.
Screening for Tuberculous
Infection
10-15 million infections in Americans
with 24,000 new cases reported annually,
screening with the tuberculin skin test is
recommended for all persons at increased
risk, i.e., persons with HIV, those persons
with suspected TB, health care workers,
immigrants from countries with high TB
prevalence, and drug users.
Screening for Syphilis
Screening for syphilis is recommended
for pregnant women, for those of in-
creased risk, health care workers, persons
who exchange sex for money or drugs,
persons with other STDs and sexual con-
tacts with persons who have active syphi-
lis. There are similar recommendations
for gonorrhea.
Screening for Human Immuno-
deficiency Virus (HIV-1)
An estimated 0.8-1.2 million persons in
the U.S. have HIV-1 with 40-80,000 new
cases each year. Most of these people go
on to develop acquired immunodeficiency
syndrome (AIDS) within 10 years. There
is no cure at present. Over 90% who have
had the diagnosis since 1988 are now
dead. The estimated cost of medical care
at the present is 15 billion per annum and
the number of cases of AIDS is rising
rapidly.
Male homosexuals and IV drug users ac-
count for more than 80% of new cases. Het-
erosexual transmission is, however, be-
coming more frequent and is now up to
...continued from previouspagz
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10% of the new cases. This is especially
concerning because most male homosexu-
als are bisexual and will represent the
greatest reservoir tor infection. Very few
bisexuals willingly admit to gay activity
and are thus difficult to counsel about
"safer sex."
The two most important screening tests are
the enzyme immunoassay (EIA) and the
Western blot (WB). Neither test will con-
vert to positive for weeks or sometimes
months after exposure. The current false
positive rate using the EIA with confirma-
tion of all positives with the Western blot by
experienced laboratories is 1/100,000.
Clinical trials are not yet completed on the
effect of ZDV, AZT, and other drugs but
early reports do not look encouraging.
EDITORIAL COMMENT:
Dr. Hildebrand has given us a quick
overview of current thought on screening
for some of the more prevalent diseases
and conditions in the present day popula-
tion. Realizing that many pilots rely
solely on the flight physical for confirma-
tion of good health, we must, at the very
least present firm convincing recommen-
dations of what should be done Beyond
the FAA Flight Physical. SV
IIV MEMORIAM
On December 28, 1997, Bob Wick,
long time editor of this bulletin, past
president and life
member of CAMA
died quietly at home in
Arlington, Texas after
a brief bout with can-
cer. To understate the
obvious, we will miss
him.
Major General Robert
Lewis Wick, Jr. was
born October 3, 1930,
in Pittsburgh, PA. He
received a BS in chem-
istry from Virginia
Military Institute, a BS in chemical
engineering from Carnegie Mellon
University, and MD from the Univer-
sity of Pittsburgh and master's degree
in occupational medicine from Ohio
State University. He was a diplomat of
the American Board of Preventive
Medicine, fellow of the American Col-
lege of Preventive Medicine, fellow of
the Aerospace Medical Association,
and member of numerous other socie-
ties, including the International Air
Transport Association, International
Academy of Aviation and Space Medi-
cine, New York Academy of Sciences,
Quiet Birdmen and Confederate Air
Force. Major General Wick also had
three active tours of duty for the Army,
including command of a tank squad-
ron in the Korean War.
The Bob Wick I
knew was more than
the military rank,
the academic de-
grees, the awards
and the titles. He
was a mentor to any-
one who exhibited
the intellectual curi-
osity and respect
that Aerospace
Medicine demands
and deserves. A wor-
thy opponent in any
debate, the intellectual side of the man
had a habit of cutting right through to
the fallacies and pitfalls of an argu-
ment. Bob Wick was a wonderful his-
torian for us "newcomers" in CAMA.
Many of us learned much from Bob
about the evolution of this small family
we call civil aviation medicine. With
the passing of Bob Wick, we have lost
a lively debater and friend. Some of us
have lost a teacher and a mentor. But
CAMA has lost an icon. SV.
Memorials may be sent to the Civil
Aviation Medical Association marked
for the Virginia Military Institute
Foundation, or mail directly to VMI,
Alt: Buddy Bryan, PO Box 932, Lexing-
ton, VA 24450.
COM/A/GSOOA/...CAMA Consultation Service for AME's
CAMA desires to serve all member-AME's whether
they perform 10 exams a day or only 10 a year.
Aeromedical knowledge and comfort with the
certification process will enrich the AME
experience. A major initiative for CAMA is the
establishment of an aeromedical consultation
service. A group of CAMA members is being
assembled who will offer expertise, experience, and
guidance to the AME who would like some help.
Specialists will be available, as will seasoned
examiners with intimate knowledge of the
certification process. Communication channels will
include telephone, facsimile, and E-mail. For Internet
users, a members only section is being explored. CAMA
is proud to announce this service for its members.
Further details will appear in FlightPhysician.
So stay tuned!!
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FLIGHT PHYSICIAN was quite an effort and a very nice publica-
tion. Kathleen Yodice's article was also very nice.
Phil Boyer
President, AOPA
Aircraft Owners and Pilots Association
Just wanted to congratulate you on the latest issue of CAMA news.
My re-join to CAMA was conditional on what the newsletter be-
came. I have been patting myself on the back for such a wise deci-
sion. FLIGHT PHYSICIAN is an excellent news source and I look
forward to many years of CAMA membership.
A.J. Parmet
Medical Director, TWA
CAMA Member
I just got the CAMA newsletter and I am very impressed. I used to
be in the newsletter business a few years ago and know from per-
sonal experience the unending tasks of getting a publication out.
You did well!
Richard O. Reinhart, M.D.
CAMA member, Senior AME,
USAF Flight Surgeon, retired
I Just read the newly formatted FLIGHT PHYSICIAN newsletter.
It is obvious from this that the CAMA organization has turned the
corner and is making great, positive strides toward the future. I was
also interested to see the establishment of an editorial policy and
how this, in the very first newsletter, has brought a substantial
change in not only the look, but the substance of the newsletter
which appears to be of great value in reporting on medical issues of
interest to the membership, as well as organizational features.
EAA looks forward to working with CAMA on a number of inter-
esting projects in the years ahead that will bring safety to the skies
through reasonable regulations, procedures and valuable pro-
grams.
Robert Warner
Executive Vice-PresidentEAA,
Experimental Aircraft Association
Good job on the revised newsletter! It not only has a contemporary
look but also is formatted in a much more useful layout. I think it
will actually be a good "marketing" tool to help sell CAMA to new
AMEs. The new newsletter makes CAMA look like an organiza-
tion with vitality. I have been a member for two years and attended
my first CAMA scientific meeting in New Orleans this year. I
thought it was excellent. Perhaps this most beneficial aspect of the
meeting for me, however, was the opportunity to meet and talk
with other members of the aviation medical community. I came
away with information that will definitely affect my ability to be of
good service to my pilots, and I think that is what being an AME is
all about.
James L. Edwards, M.D.
CAMA Member, AME
CAMA's INTERNATIONAL SCIENTIFIC PROGRAM
INNSBRUCK, AUSTRIA • • • JUNE 24-27 1998
TAKING SHAPE AS
"BEST EVER"
CAMA's program committee, through
persistence and hard work, not to mention
some arm-twisting, is putting the finishing
touches on what appears to be the best sci-
entific session ever. There will truly be
something for everyone. Some of Europe's
leading specialists will present themes on
such diverse topics as modern cardiology
and long-term space flight. Our own ex-
perts will bring us up to date on Aeromedi-
cal Otolaryngology, Ophthalmology, Dia-
betology, Cardiology, and Neurology.
There will be specialty presentations on re-
fractive surgery for pilots, airline defibril-
lators & medical kits and aeromedical edu-
cation. The theme presentation will be
neurology and will include talks on avia-
tion psychiatry, traumatic brain injury,
syncope, seizures & migraine, and ncurop-
sychiatric testing & Cogscreen (cognitive
function screening). There will be lively
panel discussions on preventive mainte-
nance for pilots and, of course, the peren-
nial panel asking the ultimate certification
question: "Would you fly with this pilot?"
Our program-meisters have managed to fit
this all into four morning sessions, leaving
our afternoons free to experience Austrian
hospitality. All this and 17 CME Credit
Hours! Jim Harris, Jack Hastings, Bill Hil-
debrand, and Heinz Wykypiel have put to-
gether something truly special. Let's take
advantage of it! A complete program with
all the details will be mailed soon. Watch
for it and join us! AV
Wir sehen uns in Innsbruck!
See you in Innsbruck!
On The Horizon
AEROSPACE MEDICAL ASSOCIATION
69TH ANNUAL SCIENTIFIC MEETING
Seattle, WA - May 17-21, 1998
For more information contact:
RUSSELL RAYMAN, M.D. AsMA
320 S. HENRY STREET /ALEXANDRIA, VA. 22314
(703) 739-2240
CAMA MEETINGS
Innsbruck, Austria June 24-27, 1998
Holiday Inn
Los Angeles, CA Nov. 18-21, 1998
Hilton Airport Hotel
See insert for more detail.
FAA AME SEMINAR SCHEDULE
Oklahoma City, OK . . . March 16-20, 1998
Washington, DC April 17-19, 1998
Seattle, WA May 17-21, 1998
Oklahoma City, OK June 15-19, 1998
Denver, CO July 17-19,1998
Oklahoma City, OK . . . August 24-28,1998
For more information contact:
Mr. Douglas R. Burnett
AAM-400
Aeromedical Educational Division
P.O. Box 25082
Oklahoma City, OK 73125
(405)954-4830/6214
CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK 73123-2864
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